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Background:  Constrictive pericarditis is a curable cause of chronic heart failure. The diagnosis of constrictive pericarditis can be missed 
due to misleading gastrointestinal manifestations. Surgical pericardectomy remains the primary therapy for constrictive pericarditis.
case:  A 41-year-old man presented for evaluation of 10-year history of intermittent increase in lower extremity edema, dyspnea, and 
increase in abdominal girth associated with diarrhea and pain. He underwent cholecystectomy without resolution of his abdominal pain. 
He also underwent liver biopsy for hepatomegaly which was negative for intrinsic liver pathology. His symptoms worsened two years 
prior to presentation despite treatment with Lasix. He denied prior history of thoracic surgery, radiation therapy, chest pain, fever, chills, or 
TB exposure. Physical exam showed signs of systemic venous congestion: JVP was 14 cm above the right atrium with rapid y descent, 
enlarged pulsatile liver, ascites, and lower extremity and scrotal edema. He had pericardial knock and positive Kussmaul’s sign.
decision Making:  Chest x-ray showed pericardial calcification. Echocardiography revealed respirophasic interventricular septal shift, 
respiratory variation of mitral E velocity, annulus reversus and paradoxus, and non-collapsible IVC with diastolic reversal of hepatic vein 
inflow. MRI showed delayed enhancement of the pericardium and pericardial thickness. The clinical, radiographic, and hemodynamic 
findings were highly suggestive of constrictive pericarditis. The diagnosis was confirmed with invasive simultaneous left and right heart 
catheterization, revealing ventricular interdependence with rapid diastolic filling of the ventricles and elevated systolic area index. The 
patient underwent successful radical pericardectomy. A month later, his ascites, peripheral edema, varicocele, scrotal swelling and dyspnea 
on exertion resolved.
conclusion:  This case demonstrates the importance of integrating clinical history and physical exam with imaging and hemodynamic 
findings for the diagnosis of constrictive pericarditis. A high index of suspicion is required to diagnose a curable cause of heart failure.
